The Intermediate Care Team (ICT) supports patients in their own homes to manage complex needs. They are ideally placed in the community to identify older adults at risk of loneliness. However, little is known about how ICT professionals perceive, detect, or respond to loneliness in their clients. This study ICT attitudes to loneliness in the context of perceived service priorities and their experiences of managing loneliness in their clients. Eight ICT professionals (n=2 physiotherapists, n=3 occupational therapists, n=3 nurses) took part in semi-structured interviews. Data was analysed thematically using framework analysis, applying the Theory of Planned Behaviour as an interpretive framework. ICT professionals believed loneliness was a significant issue for many of their older clients but was a low priority for ICT services. Study participants believed that loneliness often goes undetected because it is an issue that is difficult to measure objectively. Barriers to managing loneliness included high work-load, unsatisfactory referral systems, and lack of close working with socialcare and independent sector services. Introducing brief but reliable loneliness assessments into routine practice, receiving training on detecting and managing loneliness, and improving working relationships with social care and independent sector services were highlighted as strategies that could improve the detection and management of loneliness in ICT clients.
Introduction
Loneliness is a complex subjective emotion, typically experienced as an unpleasant feeling of anxiety about the lack of connectedness or communality with others (Beaumont, 2013) . Isolation and loneliness are related but distinct concepts. Isolation describes a lack of social contact with family, friends, or broader social networks (Valtora and Hanratty, 2012) . Loneliness is thought to occur when there is a (Perlman and Peplau, 1984) . It is, therefore a very personal and subjective experience.
Whilst loneliness is distinct from being or living alone, living alone is a significant predictor of loneliness, particularly in older adults (Victor et al., 2000) . In the UK it is estimated that 51% of people over 75 years of age live alone (National Health Service, 2013) . Other changes in life-circumstances that are common in advancing age may increase social isolation and therefore contribute to loneliness. These include loss of a spouse or retirement, which reduce the opportunity to share thoughts, concerns and daily experiences with others: 17% of older people report they have contact with family, friends, or 2 neighbours less than once a week and 11% report such contact occurring less than once a month (Victor et al., 2003) . Limitations to mobility, through physical impairment or loss of transportation can affect can disconnect them from family and friends (Smith, 2012) or activities they formerly enjoyed (Meakins and Gorman, 2004) : 9% of older adults report feeling cut off from society; 12% say they feel trapped in their own home; and 6% report leaving their house just once a week or less (Davidson and Rossall, 2015) .
Loneliness can have a profoundly negative impact on (Windle et al., 2011) . Loneliness has the potential to increase anxiety and depressive symptoms (Bekhet and Zauszniewski, 2012) , increase systolic blood pressure (Hawkley et al., 2010) , increase rates of cognitive and motor decline (Buchman et al., 2010; Shankar et al., 2013) , and increase risk of mortality and morbidity (Luo et al., 2012) . Older people who live alone are at greater risk of the development of disability and disease and therefore may benefit from early intervention from public involvement and inclusion schemes (Lillyman and Land, 2007) . For example, it is recommended that lonely people are supported to reconnect with the social world, which may include attendance at a day centre, a lunch club, or a home visiting service (Owen, 2006) . Early intervention is important to prevent problems associated with loneliness from escalating (Department of Health, 2006).
Detecting and addressing loneliness is a difficulty problem. Loneliness can go undetected in the community as those who are lonely are likely to be socially isolated and hard to reach. Community healthcare professionals, who are often a vital link between the patient and the outside world, are in an ideal position to develop trusting relationships with patients and facilitate communication about loneliness (Owen, 2006; Aebischer, 2008) . The Intermediate Care Team (ICT), which includes nurses, occupational therapists, and physiotherapists, are ideally placed to come in to contact with older adults at risk of loneliness. However, previous research suggests that healthcare professionals are not always aware of the risk of loneliness in their patients (Murphy, 2006) and they may struggle to manage issues of loneliness due to time pressures and competing workload demands (Ebersole, 2002) . As a result, there is a risk that lonely patients who are involved with community healthcare services may not be identified or offered the support they need (Owen, 2006) . Very little is currently known about how professionals working within ICT services perceive or address loneliness in their clients or prioritise issues of loneliness alongside their other workload commitments.
The aim of this study was to explore the attitudes of ICT professionals regarding loneliness, to understand the perspectives of the broader organisation regarding loneliness, and to understand whether there are specific barriers that may prevent ICT professionals from actively detecting and 3 managing loneliness in their clients. This new knowledge has the potential to inform the development of strategies to improve quality of care, healthcare outcomes, and patient satisfaction within ICT services.
Methods

Sample and data collection
This study took place in a single Community Healthcare NHS Trust in the North of England. Eligible ICT professionals were those working with adults aged 60+ years presenting with complex health and social care needs. Purposive sampling obtained a representative sample of professionals in the service (nurses, occupational therapists, and physiotherapists).
Participants attended one-to-one audio-recorded semi-structured interviews to explore their perceptions and experiences of loneliness in their clients. An interview topic guide was developed using the Theory of Planned Behaviour (TPB) (Ajzen, 1991) to systematically explore , attitudes, and behaviours regarding loneliness in light of their motivations and environmental/workplace context.
Ethics
The University of Leeds Ethics Committee approved the particulars of this study and R&D approval was granted by the participating NHS Trust. All participants gave written informed consent prior to study participation. All study data including interview transcripts were anonymised and no participating professional has been identified within this article.
Analysis procedure
All interview recordings were transcribed verbatim and checked for accuracy. Conventions of dialogue (e.g., non-language utterances, pauses) were included for context but not analysed. Framework analysis (Ritchie and Spencer, 1994 ) was used to apply thematic codes to the data through a dual deductive and inductive approach. This focussed on mapping data to the TPB (deductive) whilst identifying new and emergent themes (inductive). Data analysis was carried out through five stages: familiarisation with the textual data, identifying common themes across the interviews, indexing the themes, charting the themes and identifying relationships between themes, and interpreting the themes.
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Findings:
Eight ICT professionals (n=2 physiotherapists, n=3 occupational therapists, n=3 nurses) participated in the interviews. Professionals had a minimum of seven years working in ICT (range 7-11 years). The demographics of the participants are summarised in Table 1 . We present study findings as four key themes: the attitudes of ICT professionals towards loneliness; the perceived attitude of the ICT service towards loneliness; the perceived control of ICT professionals in detecting and managing issues of loneliness; and suggestions for overcoming barriers. Within each theme we present the range of views as subcategories, as summarised in Table 2 . In the following section we describe the concepts within each theme and provide exemplar statements from study participants. 
Attitudes of ICT professionals towards loneliness: A very relevant issue for ICT clients
All study participants demonstrated an understanding of the complex relationship between social isolation, emotional isolation, and loneliness. They described loneliness as a state of isolation caused by a lack of people to share and partake in common interests with, as well as a lack of social role within society. Loneliness was described with compassion and it was clear that their understanding of loneliness was based on the personal experiences of their clients. 
Cyclical and complex relationship between physical health, mental health, and loneliness
The relationship between mental health, physical health, and loneliness was described as complex and cyclical. For example, lonely clients were described as being less likely to be active, which could result in physical deconditioning that could result in a fall or lack of self-care, which in turn would lead to increased isolation and loneliness: Identifying and referring loneliness is a professional priority but managing it is not
All study participants stated that loneliness was a significant concern for ICT clients and most felt that it was right that ICT professionals should play a role in detecting loneliness in their clients. There were differing opinions regarding the extent to which ICT professionals felt they should be involved in managing loneliness. Some felt it was their responsibility to provide holistic care, and addressing loneliness was central to providing such care, others felt that their responsibility was to refer patients to appropriate services.
I I
we Perceived attitude of the ICT service towards loneliness:
Loneliness is a low priority for the ICT service
Despite recognising the significant impact that loneliness could have on physical and mental health, loneliness was largely viewed as a low priority for ICT services, which were described as being predominantly medically focussed. Participants explained that ICT professionals are required to assess the physical and functional rehabilitation of clients as this tends to be the main factor that allows someone to stay at home. Once clients demonstrate the ability to manage their activities of daily living, professionals feel under pressure to discharge them in order to make way for those in greater need of the service:
Its [loneliness is] low down because we are task-orientated. The minute somebody can do for themselves from a rehab point of view, they can put their bra on or take their meal out of the microwave, we pull out and, because somebody else is waiting in the wings and OT]
There was a strong sense of feeling that the scope of service provided to clients was limited by funding restrictions that limited resources and increased work-load. Participants typically felt there was not enough time to review complex or long-term issues with their clients: 
ICT funded to meet commissioners requirement
Many professionals felt that their work roles were dictated by the need to achieve specific standards that were audited by commissioners who were responsible for funding ICT services. It was felt that such audits monitored service performance, which did not always align with meet loneliness.
O and the people who are auditing and measuring our performance. The commissioners are paying us to patch people up and move on to the next one. [3 OT]
The perceived difficulty in objectively measuring loneliness was cited as one reason why loneliness might not be monitored as part of service performance.
I you can look at years P
Despite these beliefs, others recalled that loneliness used to be routinely screened for on patient assessment documents but these questions no longer appeared in the paperwork:
I W assessment documents that we used to us N
Perceived behavioural control:
A conflict between personal and service attitudes towards loneliness in ICT clients 6 Whilst loneliness was perceived as a significant problem for ICT clients, it was felt to be less of a priority in cases where there were serious health-related issues present. Participants felt that professionals within ICT work according to a medical model that prioritises the assessment of symptoms and functions. This was felt to be in conflict with ICT beliefs, as they felt that loneliness could exacerbate other healthadequate dietary intake.
I ot a medical condition, however I think it has a direct impact on every W depression; we've talked about its link to other health related issues in exacerbating the problems OT
ICT professionals felt their role was to provide holistic patient care and some expressed sadness that this was in conflict with the perceived medical focus of the service more generally. Patients who are anxious or depressed were reportedly difficult to engage with and it was felt this affected their ability to rehabilitate and led to further issues.
T ng to [2 Nurse]
Ideas for overcoming barriers to detection and management of loneliness
In the previous sections, it is apparent that all interviewees believed loneliness was an important issue for ICT clients. However, many barriers to identifying and managing loneliness were cited. In the following section, we focus on some solutions that were proposed during the interviews. For example, it was suggested that ICT professionals should be encouraged to identify issues of loneliness but due to that training was needed to explain methods of detecting loneliness and to clarify local referral pathways.
I I . I think that the I I OT I had enough training or enough information given. You get given little snippets from like voluntary agencies in this area and how to refer in and things, but not necessarily what I would class as well informed [4 Nurse]
It was acknowledged that successful management of loneliness would require longer-term care strategies, which were often beyond the remit of ICT services to deliver alone and which would require closer and longer-term working with social care and independent sector services: Participants suggested there was a window of opportunity to address loneliness before it exacerbated other health issues. There was consensus that health and social care professionals needed to take timely action against loneliness.
But addressing these issues before they exacerbate to a point where you feel you actually can t, Y I OT
Discussion
This study explored the attitudes of ICT professionals towards loneliness and examined factors that may influence their behaviour regarding identifying and managing loneliness in their clients. Participants in this study demonstrated an in-depth and compassionate understanding of loneliness, which was related They described loneliness as being an important issue for ICT clients but acknowledged that loneliness was complex and cyclical in nature. They described how loneliness could be caused by or lead to declining mental wellbeing or physical functioning. There was a keen awareness that ICT clients living alone were at higher risk of developing poor health outcomes, which aligns with current research evidence (Lillyman and Land, 2007; Buchman et al., 2010; La Grow et al., 2011; Bekhet and Zauszniewski, 2012) . Despite this, study participants failed to identify progressive mental and physical health deterioration, which can contribute to the development of loneliness (Hagan Hennessy and Walker, 2004) . This finding is likely to be related to the short-term nature of ICT involvement in individual care and rehabilitation, which deals predominantly with acute illness episodes.
Study participants felt it was the responsibility of all professionals working in healthcare, social care, or independent sector services to detect loneliness in their clients. A notable exception was for clients presenting with serious health problems where it was acknowledged that in these circumstances that detecting loneliness would be a lower priority. There was some variability in opinion about whether loneliness should then be managed within ICT or referred to independent and social care services. Some participants, particularly nurses, felt it was their responsibility to provide holistic care, which included managing loneliness. Others felt that their professional priority was the physical rehabilitation of clients to enable them to be independent in their own homes. These professionals would, therefore, refer clients who were lonely to other services. The Department Of Health (2006) guidance on healthy aging recommends a joint working approach, whereby social care and independent sector services work 9 alongside the NHS to tackle issue such as loneliness. It argues that joint working should improve overall patient health and social care outcomes because social and independent sector services are well placed to promote social interaction and independence in the community. As such, the guidance recommends that all healthcare professionals familiarise themselves with relevant local services that are in a position to support the complex social care needs of NHS patients.
Whilst the participants in this study felt it was appropriate to work with independent and social care services to manage loneliness, many felt that engaging with these services can be difficult in practice.
Some participants reported that they had developed good skills in making successful referrals, but the majority felt that referral processes were overly bureaucratic, time consuming, and unreliable. Many also reported it was common for clients to refuse referrals as they perceived the referral would not meet their needs or did not align with their preferences. Many ICT professionals felt that improving day-to-day working relationships with social and independent sector services and giving patients time to become familiar with providers of these services could help to improve referral processes and patient uptake of support.
Whilst all participants felt it was important to take steps to tackle loneliness early to prevent the escalation of physical and mental health problems, some participants explained that due to large caseloads and time pressures it was very likely that lonely clients were not being identified by ICT professionals. A conflict between professional role, focusing on p , and the medical focus of ICT services was also described. Many felt that loneliness was a low priority to ICT services, which prioritised physical rehabilitation for functional independence. It was felt that the priorities of ICT were influenced by care commissioners who set service performance markers by which ICT is assessed. A number of participants came to the conclusion that loneliness was difficult to measure objectively, therefore it could not be assessed through service performance, therefore, it was not a priority to the service.
The finding that individual professionals vary in their skills and confidence in detecting and managing loneliness reflects similar findings by Murphy (2006) who reported that health care professionals vary in their knowledge and capability to identify and address loneliness. Professionals in the current study identified a training need regarding loneliness. They wished to gain confidence in accurately identifying lonely clients and improve skills to make timely and effective referrals. In addition, professionals wanted improved consistency in communication about locally available services so that they were kept up to date about what was available with clarity regarding criteria and processes for referral. Tackling such communication barriers between ICT and social and independent sector services may lead to a shared understanding of the pressures of each organisation, improve working relationships, and ultimately increase the likelihood that patients experiencing loneliness receive appropriate and timely care.
There are a number of limiting factors to this research. The first is that although the sample was representative of healthcare roles in ICT, the sample was fairly small and was from a single healthcare trust. These factors may have implications for generalising the findings of this study beyond the current setting. Secondly, the views represented in this study are likely to be from those professionals with experience of an interest in loneliness in their clients. Those unmotivated by the research topic who did not participate may have different views to those expressed in this study (Bowers et al. 2006) . Further research in this field is warranted and the investigation of experiences of staff working in social and independent sector services to provide care for lonely clients would provide an interesting counterpoint to the data presented here.
Conclusion
High work-load and time pressures, unsatisfactory referral systems, and lack of close working with socialcare and independent sector services are often barriers to detecting and managing loneliness. Improved staff training about detecting loneliness and improving working relationships with social care and independent sector services were highlighted as key strategies that could improve the detection and management of loneliness for ICT clients.
